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Increasing the Use of Advance Directives in Medical 
Outpatients

 

Frank J. Landry, MD, MPH, Kurt Kroenke, MD, Chris Lucas, MPH,
Jean Reeder, PhD, RN

 

OBJECTIVE:

 

 We studied whether a simple educational inter-
vention would increase patient completion of advance direc-
tives and discussions on end-of-life issues.

 

DESIGN:

 

 Randomized, controlled trial.

 

SETTING:

 

 Outpatient clinic of a teaching hospital.

 

SUBJECTS:

 

 One hundred eighty-seven outpatients of a pri-
mary care internal medicine clinic.

 

INTERVENTION:

 

 Study subjects attended a 1-hour interactive
seminar and received an informational pamphlet and ad-
vance directive forms. Control subjects received by mail the
pamphlet and forms only.

 

MEASUREMENTS AND MAIN RESULTS:

 

 Completion of the ad-
vance directive was the main measurement. There were no
significant differences in baseline characteristics of either
group. Follow-up at 1 month revealed advance directive com-
pletion in 38% of study versus 24% of control subjects (

 

p

 

 

 

5

 

.04), and discussions on advance planning in 73% of study
versus 57% of control subjects (

 

p

 

 

 

5

 

 .02). Patients most likely
to complete the documents were white, married, or attend-
ees at the educational seminar.

 

CONCLUSIONS:

 

 Interactive group seminars for medical outpa-
tients increased discussions and use of written advance di-
rectives.
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A

 

consensus statement by the nation’s leading bioeth-
icists concluded that advance directives, both living

wills and durable powers of attorney, may help resolve le-
gally and ethically troubling cases.
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 The Patient Self De-
termination Act requires that hospitals and other health
care agencies provide education to staff and community
on issues concerning patients’ rights to formulate advance
directives (OBRA-90 P.L. 101-508, § 4206). Despite public
awareness of these rights and an increase of general dis-

cussions of end-of-life issues with proxies, the actual use
of formalized documents remains poor.
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 However, pa-
tients with formal, written care planning have been
shown to have significantly more frequent and detailed
discussions with their physicians and proxies than pa-
tients with less formalized arrangements.

 

2

 

Encouraging the formation of written documents for
medical outpatients during times of relative wellness
seems logical. However, the optimal format for educating
patients and encouraging completion of these documents
has yet to be determined as even time-intensive, physi-
cian-directed interventions have had varied results.
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 In a
randomized controlled trial, we compared the use of an
educational seminar with mailed, written information to
determine whether either would increase the use of ad-
vance directives by medical outpatients.

 

METHODS

 

Subjects were recruited in the spring of 1992 from
the General Internal Medicine Clinic at Walter Reed Army
Medical Center, a 750-bed military teaching hospital with
an outpatient case mix similar to that of other teaching
hospitals.
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 All patients receiving care in the clinic over a
4-week period were asked to complete a questionnaire.
The questionnaire collected basic demographic informa-
tion and asked questions related to current advance-
directive planning such as whether previous discussions
with health care providers had occurred or whether ad-
vance directives had been completed. As well, patients
were asked whether or not they would like more informa-
tion regarding advance directives, specifically living wills.
Exclusion criteria included inability to complete the ques-
tionnaire owing to language or cognitive barriers or un-
willingness to participate in the study.

Study subjects included only those that requested
more information and did not already have a written liv-
ing will. Eligible subjects were contacted by telephone and
asked whether they were still interested in receiving infor-
mation. If so, they were randomized into a study group
(educational seminar) or control group (mailed written in-
formation only). Our institutional review board believed
that we needed to provide the control group with at least
the written information and later offer them the opportu-
nity (after study completion) to attend the seminar in light
of the federal Patient Self Determination Act. The 60-
minute educational seminar was administered in a stan-
dardized format to 20 patients during each session by one
of the investigators (FJL or CL) and included the following:
(1) a didactic presentation (10 minutes) that discussed and
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defined advance directives, durable power of attorney for
health care, and organ donation; (2) a 15-minute video-
tape provided by the Society for the Right to Die detailing
formulation of advance directives
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; (3) an interactive dis-
cussion (30 minutes) in which patients could discuss is-
sues and have questions answered; and (4) distribution
and review of a recommended advance directive form (10
minutes).

Each page of the advance directive was reviewed, and
the participants were told to use the information as they
wished. The research assistant (CL) was trained by the
one of the investigators (FJL) in two sessions to ensure
consistency in the presentations. The advance-directive
form was chosen for its user-friendly composition. The
form, which is widely available and used in the Washing-
ton, D.C., metropolitan area, included portions for a living
will, durable power of attorney, and organ donation. Our
main outcome of interest was whether the living will por-
tion of the form was completed. The control group re-
ceived by mail the advance directive form and an informa-
tion pamphlet
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 that was distributed to all patients. Patients
randomized to the seminar group who failed to attend the
seminar received a mailing similar to that received by the
control group.

One month after the interventions, a follow-up ques-
tionnaire was mailed to patients in both groups. Non-
responders were sent a second questionnaire. Anyone not
completing a questionnaire was given one telephone call.
All subjects contacted confirmed that the document had
been completed. The follow-up questionnaire inquired
about the occurrence of (1) discussions of advance direc-
tives with family members, friends, or physicians; (2) the
establishment of written advance directives (living wills,
durable powers of attorney, and organ donation cards);
and (3) attitudes regarding acceptability of the intervention.

Statistical analyses were conducted using the Statis-
tical Package for the Social Sciences (SPSS/PC, Chicago,
Ill.). Student’s 

 

t

 

 test was used to compare means, and 

 

x

 

2

 

analysis was used to test associations among categorical
data. Intention-to-treat analysis was performed. In the
stepwise, forward, logistic regression analysis, the depen-
dent variable was completion of the advance directive at
1-month follow-up.

 

RESULTS

 

Five-hundred questionnaires were distributed to con-
secutive patients in the outpatient medical clinic during a
4-week period. We excluded 148 (31%) of the patients who
had previously completed an advance directive and 14
whose questionnaires were incomplete. Of the original
500, 333 (69%) had no advance directive, and of these
233 requested further information. We excluded 46 of
these 233 patients prior to randomization—30 who sub-
sequently refused to participate when contacted by tele-
phone, 14 who lived outside our geographic area, and 2
who had completed advance directives prior to random-

ization. In all, 187 outpatients with no advance directive
who were interested in receiving more information were
randomized to either the study group (seminar plus infor-
mation) or control group (mailed information only).

As shown in Table 1, the 95 study group and 92 con-
trol group participants were similar except that study pa-
tients were slightly less likely to have had prior knowledge
of advance directives (82% vs 93%, 

 

p

 

 

 

5

 

 .04). Notably,
prior information about advance directives typically had
been provided by the media (70%) rather than the pa-
tient’s physician (2%). Likewise, nearly half of all the pa-
tients had already had discussions regarding end-of-life
issues, but these discussions were usually with family
members (60%) rather than physicians (2%). Less than
half of all patients had named a 

 

nonwritten

 

 health care
proxy, and none had a written, durable power of attorney.
Organ donation cards had been completed by 9% of study
and 5% of control patients.

Complete follow-up was obtained in 91% of study and
90% of control participants at 1 month. Sixty-five (68%) of
the 95 patients randomized to the seminar group actually
attended the seminar. Demographic data for those at-
tending and for those not attending were similar. Discus-
sions regarding end-of-life issues and completion of organ
donation cards, durable powers of attorney, and living wills
increased in the study group as compared with the con-
trol group (Fig. 1) Of the 65 patients actually attending
the seminar, nearly half (48%) completed the living will.

 

Table 1. Baseline Characteristics of Patients Without Living 

 

Wills Randomized

 

Characteristic
Study

(

 

n

 

 

 

5

 

 95)
Control
(

 

n

 

 

 

5

 

 92)

 

Mean age, years 61 63
Female gender, % 54 56
Married, % 79 73
Race, %

White 69 65
African-American 30 30
Other 1 5

Education, %
High school 32 45
College 47 33
Graduate 21 23

Health status, %
Excellent 8 8
Good 53 57
Fair 32 31
Poor 7 4

Previous discussions
regarding end-of-life
issues, % 46 51

Prior knowledge of living
wills, % 93 82*

Named nonwritten
proxy, % 44 42

*p
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 .04. All other comparisons 

 

p

 

 

 

.

 

 .1.
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Of those completing the living will, seminar participants
were more likely than control patients to give a copy to
their health care proxy (73% vs 40%, 

 

p

 

 

 

5

 

 .01) and place
the document in their outpatient medical record (45% vs
30%, 

 

p

 

 

 

5

 

 .17), although they were no more likely to tell
their primary physician that they had completed the doc-
ument (18% vs 15%, 

 

p

 

 

 

5

 

 .76). Interestingly, one quarter
of patients in the control group who completed the docu-
ment did so with the help of a lawyer as opposed to only
3% in the seminar group.

At 3 months after the seminar, we contacted a 30%
random sample of those stating they had completed the ad-
vance directive on the follow-up questionnaire. All patients
confirmed that they had indeed completed the document.
Table 2 depicts the three predictors of advance-directive
completion determined by our logistic model. Perceived
health status, age, and gender were not predictors.

The majority of patients in both groups (92% seminar
vs 77% control, 

 

p

 

 

 

5

 

 .02) believed that the information
they received about advance directives was beneficial to
them. Less than 5% of patients in either group stated that
the information they received worried them, and the ma-
jority in both groups (94% seminar vs 82% control) be-
lieved that they received adequate information on the topic.

 

DISCUSSION

 

Advance directives allow patients to document prefer-
ences regarding health care in the event of impaired deci-
sion-making capacity in the future. These documents
may include not only the living will but also directives on
the designation of health care proxies as well as wishes
regarding organ donation. Despite much emphasis from
the media and physician groups on increasing the com-
pletion of these forms, few people appear to have com-
pleted directives.
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 As well, the optimal method to increase
discussions with patients on end-of-life issues and com-
pleting written directives remains unclear.
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In a randomized, controlled trial, we demonstrated
that mailed information alone can increase completion of
advance living wills and directives for durable power of at-
torney for health care and organ donation. Further, a
simple, educational seminar can double completion rates.
Both mailed information and seminar information were
considered beneficial to the majority of patients, and few
patients found the information bothersome. Several previ-

FIGURE 1. Outcomes of the intervention on the initiation of discussions and the completion of living wills and directives for organ do-
nation and durable powers of attorney. *p , .05.

 

Table 2. Predictors for Completion of Advance Directives

 

Predictor
Beta 

Coefficient
Odds Ratio

(95% CI)

 

p

 

 
Value

 

White race 1.926 6.86
(5.77–7.95)

.0004

Attendance at
seminar

1.404 4.07
(3.28–4.85)

.0004

Married 0.925 2.52
(1.64–3.40)

.0351
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ous studies have suggested a modest effect of patient edu-
cation on increasing the completion of advance directives.
Hare and Nelson increased completion from 0% to 12%
through distributed information and physician discus-
sions,

 

3

 

 and Rubin et al. demonstrated that mailed infor-
mation can lead to more written durable powers of attor-
ney for health care in elderly patients.
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 These studies
support wider use of educational strategies to increase
completion of these documents.

The process of completing directives is more complex
than just filling out a form; it includes proper framing of
the issues and their integration into the longitudinal doc-
tor-patient relationship.

 

3

 

 Interventions like ours, which
combine educational information, advance-directive forms,
and group discussions, may provide a forum that stimu-
lates discussion and thus enhances completion. These
discussion groups may have allowed patients the oppor-
tunity to ask more questions, receive more answers, and
share experiences that otherwise would not occur. Such a
model can be adapted to many settings, including the
outpatient clinic, preoperative clinic, or even the in-hospital
setting. This intervention may be less time intensive and
produce more written documents than one-on-one physi-
cian-patient counseling.
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We found that white, married patients were more
likely to complete advance directives. More than half of
our participants had more than a high school education.
This characteristic of our population is likely to have in-
creased baseline rates and completion rates because it
appears that cultural, socioeconomic, and educational
backgrounds affect completion rates.
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 Perhaps differ-
ent types of educational initiatives will need to be devel-
oped for different patient subgroups. However, group forums
like ours are efficient means to disseminate information, an-
swer questions, and produce written directives.

Completion of an advance directive is not enough to
ensure that the patient’s wishes are honored. Despite our
intervention, less than 20% of patients told their primary
physician that they had completed an advance directive,
and less than half of the patients completing the docu-
ment placed it in their medical record. This low percent-
age may reflect in part the fact that follow-up was con-
ducted 1 month after the intervention, and it is possible
that other discussions and documentation occurred later.
We did find, however, that 73% of patients in the seminar
group provided a written directive to their health care
proxy. Morrison et al. showed that only 26% of 114 geriat-
ric patients with known advance directives had their di-
rectives recognized during their hospitalization, and these
seldom were noted by either the admitting clerk or physi-
cian.

 

14

 

 Fortunately, when the advance directive was rec-
ognized, it influenced treatment decisions in 86% of the
cases. More emphasis should be placed on encouraging

patients to inform their physicians about written direc-
tives. Likewise, physicians should routinely ask and doc-
ument whether such directives have been established.

Our educational intervention is likely to be useful in
other outpatient settings as our population has demo-
graphic characteristics similar to those of other general
medicine clinics.

 

5

 

 However, the patients entered into the
study most likely were more motivated than the average
patient as all of the randomized patients had requested
more information on advance directives. Although com-
pletion rates were determined only 1 month after the in-
tervention, we believe that completion of the advance di-
rective was most likely to occur in a relatively short
interval.

The Patient Self Determination Act requires that
health care facilities provide written information to indi-
viduals on the right to formulate advance directives. Our
study showed that group seminars can provide informa-
tion that is acceptable to patients and can lead to in-
creased completion of written advance directives.
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